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intericr finish for rooms and spaces not used for
sorridors or exitways, including exposed interior
surfaces of buildings such as fixed or movable
walls, partitions, columns, and ceilings, has a
flame spread rating of Class AorClass B, (In
fully sprinklered bulldings, flame spread rating of
Class A, Class B, or Class C may be continued in
use within rooms separated in accordance with
19.3.6 from the access comidors.)  19.3.3.1,
16.3.3.2

This STANDARD is not met as evidenced by:

Based on chservatlon and steff Interview, the
facllity failed to install interior finishes with tha
fequirad flame spread rating.

Findings incfude:

On 3/18/2014, the facility could not pravide
documentation that the interlor finish on the lowar
portion of the walls, plywoad bead board painted
with cit based palnt, had a flame spread rating
(F8R} of class B in the "Ica Cream Parlor” at the
front entrance, The room is open to the comidor
and sprinkfer protectad.

and Top coat paint Flame Control
#40-40A.

2.) The Maintenance Director
audited the entire fucility for
proper compliance in regards to
Class B rating on wood paneling,
Ref: 2000 NFPA 101 Section
1933.1,19.3.3.2,0n Febryary 13,
2014. No other locations were
found to be out of compliance.

3.) The Meintenance Director was
in-serviced by the administrator on
proper fire rating on wood
paneling on February 27, 2014.
The preventative maintenance
program will include auditing the
wood paneling to ensure that it is
in compliance.
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KOCO | INITIAL COMMENTS K ooo . .
1.) The Director of Maintenance
Stories: 1 contacted State of TN office on
Construction Type: V (111) February 12, 20143 to obtam_a
Constructed; 1998 copy i?f Plans Rew_ew Subtnittal .
Fully Sprinkled Y for Minor Renovation Form. The
Director of Maintenance received a
Certified beds: 120 letter dated March 17, 2014,
Census: 105 . oDE ST (5] 2Pproving the application of
P;S(}:-lg NFPA 101 LIFE SAFETY CODE ANDARD K¢ Primer Flame Control #10-10A

APR . 7
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QRATORY DIRECTOR'S OR PR fUSHPPLIER REPRESENTATIVE'S SIGNATURE

Any deficlency state
other safoguards provi
following the dals of su
deys following the date the
pragram participation,

FORM CM3-2587(02-80) Previaus Varsions Otaalels Evenl I0: AdWN Facfily 10: TH331S If continualion shaat Paga 1018



DEPARTMENT QF HEALTH AND HUMAN SERVICES

PRINTED: 03/25/2014

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIC ES OMB NO. 0938-031
STATEMEMY OF DEFICIEMGIES {%1} PROVIDER/SUPPLIERICLIA 2] MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION ICEMTIFICATION MUMBER: A, BLILDH COMPLETED
)43
B.WING 0311412044
NAME OF PROVIGER OR SUPFLIER STREET ADBRESS, CITY, STATE, 2IP CODE
SODDY-DAISY H.EALTH CARE CENTER 701 SEQUOYAH ROAD
) 30DDY-DAISY, TN 37379
X4y 1D SUMMARY STATEMENT OF DEFICIEMCIES i D ! PROVIDER'S PLAN OF CORRECTION [21:]
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL ! prEFIX {EACH CORRECTIVE ACTION SHOLLD BE COMPLETION
TAG CROSE-REFERENGED TO THE APPROPRIATE CATE

TAS b REGULATORY OR LSC IDENTIFYING INFCRMATIIN ]

DEFICIENTY)

Cpr—-

4.) Audits of the preventative
maintenance program, which
include the assessment of the
painted surface of the wood paned,
will be performed by the
Maintenance Director daily times
5 days and then weekly times 3
weeks and then monthly times 2
months and/or until 100%
compliance,

The Director of Maintenance will
report results of compliance with
Class B fire rafing audits to the
Quality Assurance Performance
Improvement meeting to ensure
100% compliance. Members of
the committee include Medical

- Director, Director of Nursing,

Administrator and Assistant
Director of Nursing, Staff
Development, Social Services,
Dietary Manager, Rehab Manager,

Activity Director, and ‘:
Environmental. 4/1/2014
- - .
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1
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Bxit access Is arranged so that exits ara roadily
accessibla at all imes In accardanee with section
71. 19.24

This STANDARD 1s not met as evidenced by:
Based on observation and staff interview, the
fachity falled to maintain exit access

Findings include;
On 31182014,

1. The facllity falled to provide delayed agress
devices that unlock In 15 seconds, Tha exit near
racm 231 unfocked in 30 second but has signage
installed on the door indicaling it will unfock In 15
seconds.

The deficlency affected 1 exit,

o4} iD SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S FLAN OF CORRECTION 8
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K015 | Continued From page 1 K015 K033
The Maintenance Supervisor acknowledged the #1
finding when the deficiency was identified.
' 1.} The Director of Maintenance
?ggiﬁ[)ﬂ NFPA 101 Section 18.3.3.1, 19.3.3.2, contacted Stanley Security on
Faiture to install Interior finishes with the required Ap n] 2, 2014, to come to the
flame spread rating Increases the risk of death or facility a.uc.l check thel delayed
injury due to firs, ogress device and a bid was
: submitted and approved on April
The deficiency affected 1 of 8 smoke 4,2014.
comparmants. 2.) The Maintenance Director
K 038 | NFPA 101 LIFE SAFETY CODE $TANDARD K038 audited the entire facility for
§8=F

delayed egress devices that unlock
in 15 seconds on all exit doors one
other detayed epress devices wag
found to be affected at exit door
located on the 124 room hall on
March 19, 2014.

3.) The Maintenance Director was
in-serviced by the administrator on
egress devices on March 28, 2014.
The preventative maintenance
program will include auditing the
exit door to maintain the egress
devices.

4.) Audits of the preventative
maintenance program, which
include maintaining egress devices
will be performed by the
Maintenance Director daily times 5
days and then weekly times 3
weeks and then monthly times 2
months and/or entil 100%
compliance,

4/16/2014
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CROSS-REFERENCED TO THE APPROPRIATE
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o)
COMPLETION
CaTE

#2

1) The Director of Maintenance
contacted HD Supply for new ;
locks that only have one releasing
motion and the locks were ordered
on April 3, 2014,

2.) The Maintenance Director
audited the entire facility for doors
with only one releasing motion,
No others were found to be
affected motion on March 19, ;
2014, ]
3.) The Maintenance Director was |
in-serviced by the administrator on
2000 N¥PA 101 on March 28,
2014. The preventafive
maintenance program will include
auditing doors to ensure there is
only one releasing motion.

4.) Audits of the preventative
maintenance program, which
include auditing doors to ensure
there is only one releasing motion,
will be performed by the f
Maintenance Director daily times 5 °
days and then weekly times 3 ‘
wecks and then monthly times 2
menths and/or unti] 100%
compliance,

4/16//2014
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. | The Director of Maintenance
K067 . .
Continued From page 3 Kog7 will report results of fire
Thls STANDARD is not met es evidenced by: dampe r audits to the Quality
Based on documaent review and staff interview, Assurance Perform.ance
the facllity failed to test HVAC equipmert. Improvement meeting to
ensure 100% compliance.
Findings include: Members of the committee
On 3/18/2014, the facility could not provid inoludo Medical Director,
n + I8 faciilty could not provide Director of Nursing
i H e '
fhaemé;nr:;ggon of the required 4 year testing o Administrator and Assistant
Director of Nursing, Staff
At least every 4 years, fusibls finks (where Development, Social Services,
applicable) shall be removed; afl dampers shall Dietary Menager, Rehab
be operated to verify that they fully closs; the Manager, Activity Director,
lateh, if provided, shall be checked; and moving and Environmental. 4/11/2014
parts shall ba lubricateq as necessary,
The Malntenance Supervisor acknowledged tha
finding when the deficlency was identifiad.
Ref: 2000 NFFA 101 Sactian 19.8.2.1, 9.2.1
1999 NFPA 90A Section 3-4.7
Faliure to test the HVAC system as raguired K076
increases the tisk of death or injury due to
smoke, . .
1.) The Director of Maintenance
The deficiency affacted the dampers instailed in contacted Lowes for an outdoor
simoke walis, storage box to store E-tanks and
K 078 | NFPA 101 LIFE SAFETY CODE STANDARD K76 purchased the product on April 4,
88=n ) 2014,
Medical gas storags and administration areas sre : .
protected in accordance with NFPA 99, Standards 2')(123 I\lfamtfi?a’;.ce.?“e;t‘”
for Health Care Facilitos, audited the entire facility for
proper compliance in regards to
{a) Oxygen storage locations of greater than proper storage of oxygen on March
3,000 cu.ft. are enclosed by a one-hour 15, 2014, no other areas were
separation. found to be effected. .
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K078 | Continued From page 5 K078
This deficlsncy affected 2 of 7 smaoke
compartmenits,

FORM CMS-2587(02-99) Fravious Varsions Obaclete Evant I0; A4WN21 Fociy 1D, THRNE If eonlinvalion sheat Paga 6 ofé



